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 1)  INTRODUCTION 
 
1.1 Temperament: the core of personality. A 
review 
 
The term temperament is derived ethymologically from latin  
temperare and represents the equivalent of greek κράσις.  
This term means to mix, referring to the specific mixing of features 
that constitutes a single person. As accounted by Jaspers (1), the 
theory dates from millennia and the classical four temperaments 
gather humours, body appeareance, personality traits, pathological 
predispositions and also astrological influences. Following the 
tradition Kretschmer distinguishes on the one hand temperament as 
“those portions of the psyche which are correlated with the general 
bodily structure, and which modify the action of the soul-apparatus 
by determining the degree of sensitiveness to stimuli”, on the other 
hand character is the portion related to social interactions. (2) 
Character is shaped by experiences of life, especially by major 
human interaction (like mother-child relationship, discovering 
friendship and hierarchy in adolescenthood and first romances). 
Obviously the conceptual difference between these sides of 
personality involves therapeutic implications: it is possible to 
assume that only character dimensions are susceptible of 
psychotherapic interventions. 
Actually different authors show different approach to temperament 
question. 
In recent literature it is frequent to find renewed interest in affective 
temperament, a conceptualization that found its origin in Kraepelin’s 
work. He considered affective temperament as life-long attenuated, 
subclinical forms of manic-depresive psychosis, with a state-trait 
continuum. (3) 
Unlike Kraepelin, and Kretschmer, who emphasized this continuum, 
Schneider’s approach to temperament highlighted the cut off 
between sanity and pathology. Schneider also was inspired by 
classical hippocratic theory, but in a different way. Indeed he 
considered temperament as abnormal (psychopathic) variables of 
personality with a stable, indipendent pattern. (4) 
According to all those classical authors, several contemporary 
psychopathologists mean temperament as the biological or 
constitutional core of personality. Character indeed is mainly related 
to interpersonal operations and individual differences in self-object 
relationships, which develop in a stage-like manner as a result of 
non-linear interactions among temperament itself, family 
environment and individual life experience. (5, 6, 7).  
Relationship between personality, temperament, character is a 
complex topic. Going beyond the simple semantic question, it 
remains pivotal in the diatriba between bio-genetic and psycho-
genetic approach in psichiatry. Although most authors agree that 
human psyche is derived from the convergence of genetic, 
epygenetic and developmental factors, the balance of the 
components is still a controversial matter. (8) 
Psychological studies on infants and childs are actually conducted  
to explore relationships, existing between biological substrate and 
environment, that determine early personality features. The 
“attachment theory” by John Bowlby had an extraordinary impact on 
mind sciences, in particular regarding the implications for 
psychotherapy. 
The original theory focused on differences in interaction between 
children and mother, assuming the existence of a single predefined 
behaviour in the children. (9). The attachment is a motivational 
system, that is a conscious goal-oriented system of beahviours. 
Attachment is specifically oriented to maintain proximity to care-
giver, in order to survive and it is independent from other target , 
such as research for food or heat) (10) 
 This conceptualization postulates that individual differences of child 
behaviours toward care-giver are the result of qualitative and 
quantitative difference in interaction pattern during the first year, 
with no impact of biological variance and with no genetical 
interindividual differences (10) 
 
Further, at the end of last century, many authors emphasized the role 
of biological substrate in shaping interactions with care-givers and 
environment. Kagan identified two patterns in these interactions: 
inibite and uninibithed: the beahavioural inhibition, showing a 
relationship with hypothalamic-pituitary-adrenal axis, seems to be a 
constitutional, inborn trait, related to children, with an hard impact 
on attachment pattern. (11) 
Actually the nexus between attachment and temperament  is a 
crucial theme for research for the differences and the possible 
overlappings. In a exhaustive overview Vaughn and Bost conluded 
that the two constructs are not redundants and may reflect pivotal 
aspects of early personality growing. (12) 
Although many studies have explored temperament, character and 
personality in affective disorders, the matter still could be interesting 
at the present and in the future because of the inner nature of mood 
disorders themselves. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1.2 Brief history of an il lness: bipolar disorder in 
classical  and recent literature 
 
The idea of bipolar illness has its roots in the work and views of the 
physicians of the classical period. Mania and Melancholia are two of 
the earliest described human diseases, in literature (Homer), as in 
clinical descriptions (Araeteus, Hippocrates). 
The explicit conception of bipolar disorder as a single disease entity, 
nevertheless, dates from the mid-19th century. The 
conceptualization born in the french psychiatic context. 
Two students of Esquirol, Falret and Baillarger, indipendently and 
almost simultaneously formulated idea that mania and depression 
could be, in some patients, different manifestations of a single 
illness.  
In 1851 Falret coined the term “folie circulaire” describing an illness 
in which “this succession of mania and melancholia manifest itself 
with continuity and in a manner almost regular”. (13). Jean Pierre 
Falret completed his concept in the following three years and 
published it in 1854. (14,15) In the same year Baillarger wrote about 
“folie à double forme” in which manic and depressive episodes were 
not two different attacks but rather different stages of the same 
syndrome. (16) 
In 1867 Griesinger conceived  mania as an end-stage of a gradually 
worsening melancholia. (17) 
Mendel (1881) was the first to define hypomania as “that form of 
mania which tipically shows itself only in the mild stages 
abortively”. (18) 
In 1882 another german psychiatrist, Kahlbaum clinically described 
cyclothymia, a group of disorders in which was presents both manic 
and depressive features, without an evolution to psychosis or 
worsening to dementia. (19) 
 
In the 19th century the decisive role, in researching about this 
illness, was  played by Emil Kraepelin. 
According to Alexander and Selesnick (20), Kraepelin’s training, 
personality and dedication were well suited to the task of classifying 
and generalizing the plethora of clinical observations made during 
the century, also by himself as clinician in  the mental hospital of 
Munich, Leubus and Dresden. Kraepelin’s work was, in many 
authors opinion, influenced by his older brother, an academic 
biology teacher. 
During his life,  Kraepelin’s studies were characterized by precise 
observation to classify mental diseases with the pattern of  an exact 
bothanical taxonomy. 
In 1899 Kraepelin coined the term “manic-depressive” in the sixth 
edition of his textbook of psychiatry. 
In the eighth edition, in 1913, virtually all of melancholia had been 
diagnosed as manic-depressive illness. (21) 
Kraepelin placed special emphasis on both longitudinal history and 
pattern of current symptoms. Periodic or episodic course, more 
benign prognosis, familiar history may divide manic-depressive 
illness from the other major psychosis, the dementia praecox. 
The major accomplishment of Kraepelinian synthesis was not to 
draw the ultimate correct picture of the illness but to build a 
empirical solid base for further investigation. 
Karl Kleist opposed Kraepelin’s concept of manic-depresive insanity 
and differentiated between unipolar (einpolig) and bipolar 
(zweipolig). (20) This dichotomic theory remains a minority one 
until the 60’s of the century. 
The post- kraepelinian developments are differents in United States 
and Europe, as affirmed by Goodwin And Jamison (22) 
In Europe prevailed the medical model of mental disease whereas in 
United States the impact of psychoanalitical and social theories built 
a different model of mental illness. 
During the first half of 20th century Adolf Meyer’s view gradually 
assumed a dominant position in american psychiatry. Meyer 
theorized that psychopatology emerged from interactions between 
individual characteristics and social environment. 
This emphasis on disease as a response was symbolized by the 
rubric “manic-depressive reaction” in the first diagnostical manual, 
published by American Psychiatric Association in 1952. (23) 
In Europe social and psychological theories continue their 
development without an important impact on the mainstream of 
psychiatry, still dominated by the medical model.  
Eugene Bleuler departed from Kraepelin conceptualizing dementia 
praecox (schizophrenia) and manic-depressive (affective) illness as a 
continuum without a sharp line of demarcation.  At the same time he 
suggested  subcategories for affective illness that anticipated the 
further subdivision: the bipolar/unipolar theory. (24) 
In 1957 Leonhard proposed the dichotomic classification based upon 
the clinical description of patients that have manic and depressive  
episodes in medical history whereas other patients had depressions 
only. (25) 
In 1966 Angst and Perris, indipendently, validated the Leonhard 
hypotesis analyzing, as an indipendent factor, family history. (26, 
27) 
The bipolar/unipolar distinction gradually became predominant and 
it was formallly incorporated in the majors classification systems: 
DSM III (1980) and ICD 10. 
A further distinction was operated by Dunner (28), and recevied by 
several authors. A disorder that alternates depression and mania, was 
called bipolar type 1, the classical manic-depressive and another 
subtype, that alternates depression and hypomania, a milder form of 
excitement, was called Bipolar Disorder Type 2.  
After experiences in pharmacotherapy and prophylaxis of unipolar 
and bipolar disorder, intensive research on this matter began. One of 
the many important consequences was the “expansion” of the group 
of bipolar disorder. 
The boundaries of bipolar 1 remained initially unchanged during this 
effort and the research focused on bipolar disorder type 2 itself. 
In DSM various editions, the concept was retained in a restrictive 
manner: the diagnosis of mixed states requires at the same time all 
the criteria for a manic and a depressive episode. 
Especially in United States and Italy authors like Akiskal, Cassano, 
Koukopulos and others theorized that a mixed state may originate 
from the shift from one temperamental state into the opposite form 
during an episode (29, 30) 
The authors proposed to integrate in bipolar 2 these forms of illness 
and also phases of hypomania derived from a pharmacological 
treatment. (31) or with a shorter duration (32, 33) 
In the same work the authors assume that: “ bipolar II  represents  a 
heterogeneous   clinical spectrum belonging predominantly to the 
realm of bipolar disorders.” (34) 
With these investigations authors came to the new idea of “soft 
bipolar spectrum”, they also drove to a reappraisal of an unitary 
approach to mood disease, comprehending the possibility of a single 
spectrum, from subthreshold syndromes to unipolar depression, until 
most severe bipolar disorders. (35) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2) CLINICAL, PSHYCHOPATOLOGICAL AND 
NEUROPSYCHOLOGICAL FINDINGS 
 
2.1 Aim of the Study 
 
We described a large number of studies exploring temperament 
in affective disorder, yet we found clinical rationale in further 
investigation.  
1) A muticentric study gives a large amount of cases and an 
useful perspective of italian academic sample of affective 
patients. 
2)  The renewed interest in personality features of affective 
disorders creates intriguing pharmaco- and psycho- 
therapy implications 
3) We agree with Akiskal who argues, that in relationship 
with its increasing epidemiology, the frequent 
comorbidity, the peculiar treatment profile, bipolar  
disorder may represent a paradigm in actual psychiatric 
research. (30) 
2.2 Materials and Methods 
2.2.1  Sample 
 
The sample of this work includes 330 patients (clinical group) 
and 110 healthy subjects (control group) and was drawn from a 
multicentric study  conducted in five academic departments of 
Psichiatry in Italy: Naples, Pisa, Florence, Milan and Turin. In 
the full study four groups of subjects were recruited: three 
groups of patients respectively with lifetime diagnosis of 
recurrent unipolar depression, bipolar 1 and bipolar 2 disorder, 
according DSM IV TR criteria, as confirmed by the Structured 
Clinical Interview for DSM- IV-Patient Edition (SCID-I), and a 
group of healthy controls. To be enrolled, patients had to be in a 
euthymic state for at least 2 months, confirmed by a HAM-D 
total score <8 and a YMRS <6;  absence of brain and/ or severe 
physical illnesses. All study partecipant subjects between 18 and 
65 years of age, caucasian and italian speaking, male or female. 
Principal diagnosis and comorbid disorders were evaluated by 
means of SCID, administered by trained medical doctors or 
psychologists. Absence of brain injuries and/or severe phisical 
ilnesses are confirmed by clinical interview, in order to enroll 
the partecipants. 
The full study’s procedures were approved by the ethical 
committee of the University of Pisa and all subjects entering the 
study provided informed consent, after receiving a complete 
description of the protocol and have the opportunity to ask 
questions. 
 
 2.2.2 Instruments and evaluation scales 
 
The Axis 1 diagnostic evaluation was conducted by means of 
Structured Clinical Interview for DSM IV TR.  SCID-I/P 
(Patient Edition): it is a semistructured interview for making the 
major DSM-IV Axis I diagnoses. The instrument is designed to 
be administered by a clinician or trained mental health 
professional. Ideally, this would be someone who has had 
experience performing unstructured diagnostic evaluations. The 
validity and reliability of SCID has been reported in several 
studies. (36) 
 
Temperament and character were assessed using the 
Temperament and Character Inventory Revised (TCI-R), an 
improved version of the former TCI, developed on the basis of 
the Tridimensional Personality Questionnaire (37). It is a 240 
items questionnaire organized into 29 subscales exploring four 
temperamental dimensions (Novelty Seeking, Harm Avoidance, 
Reward Dependence, Persistence) and three character 
dimensions (Self-Directedness, Cooperativeness, Self-
Transcendence). The psychometric properties of the italian 
version of the instrument have been investigated, showing 
accetable internal consistency and 1-month test–retest reliability 
(38). All subjects filled out the TCI.  
Psychological impairment tests were admistered on both clinical 
and control samples and comprehended Wisconsin Card Sorting 
Test, Continuous Performance Test and Trail Making Test. 
 
 
The Wisconsin Card Sorting Test (WCST) is a 
neuropsychological test of "set-shifting", i.e. the ability to 
display flexibility in the face of changing schedules of 
reinforcement: it can be considered a measure of executive 
functions requiring the ability to develop and maintain an 
appropriate problem-solving strategy across changing stimulus 
conditions in order to achieve a future goal. There are four  
“stimulus cards” which reflect three stimulus parameters- 
colour, form and number. The response cards display figures of 
varying forms (crosses, circles, triangles or stars), colours (red, 
blue, yellow or green) and number of figures (one, two, three or 
four). These cards are numbered from 1 to 64 on the lower left 
corner of the reverse side to ensure a standard order of 
presentation. (39). 
A recent factor analysis of the WCST has shown that 
perseverative errors are the most useful outcome measure in 
assessing cases, focusing on so-called "executive dysfunction". 
(40) 
 
The Trail-making test (TMT) is a neuropsychological test of 
visual attention and task switching. The task requires a subject 
to 'connect-the-dots' of 25 consecutive targets on a sheet of 
paper or computer screen. Two versions are available: A, in 
which the targets are all numbers (1,2,3, etc.), and B, in which 
the subject alternates between numbers and letters (1, A, 2, B, 
etc.). 
The patient should be instructed to connect the circles as quickly 
as possible, without lifting the pen or pencil from the paper. 
Time the patient as he or she connects the "trail." If the patient 
makes an error, point it out immediately and allow the patient to 
correct it. Errors affect the patient's score only in that the 
correction of errors is included in the completion time for the 
task. Results for both TMT A and B are reported as the number 
of seconds required to complete the task; therefore, higher 
scores reveal greater impairment (41). 
 
The Continuous Performance Test (CPT), is a 
neuropsychological test which measures the sustained and 
selective attention, i.e. the ability to maintain a consistent focus 
on some continuous activity or stimuli, and is associated with 
impulsivity. Selective attention is the ability to focus on relevant 
stimuli and ignore competing stimuli. This skill is associated 
with distractibility. The CPT is reported to be the most popular 
clinic-based measure of sustained attention and vigilance (42) 
 
 
2.2.3 Statistical Analyses 
 
The frequency of categorical variables was compared across 
groups, performing the chi-square test 
The Kruskall-Wallis chi-square Test for k independent samples 
was performed to compare frequency of demographic and 
categorial clinical variables and results of neuropsychological 
test across the groups. Significant omnibus Kruskal–Wallis tests 
were followed up with Mann–Whitney U-tests for pairwise 
comparisons, analyzing neuropsychological results. 
One way analys of variance (ANOVA), with Bonferroni as post-
hoc test, was performed to compare continuous clinical 
variables and TCI-R domains score across the groups. 
All analyses were performed with SPSS 16.0 Mac OS Edition 
(SPSS, inc. Chicago 2010) 
 
 
 
 
 
 
 
 
 
 
2.3 Results 
 
The 330 patients included in the study  were Bipolar 1 (N=123), 
Bipolar 2 (N=100) and Recurrent Major Depression (N=107). 
The three groups differed significantly in terms of mean age  
(42,41±12,03 Bipolar 1; 49,29±11,43 Bipolar 2 and 
50,93±12,07 MDD) gender (females were respectively 53,7%, 
54,1%, 76,9% in Bipolar 1, Bipolar 2 and MDD) and work 
status (Bipolar 1: employed 50,6%; unemployed 28,1%, retired 
21,3%; Bipolar 2: employed 62,0%; unemployed 22,3%; retired 
15,7%, MDD: employed 62,2%; unemployed 19,7%; retired 
18,1%). No significant difference, nevertheless, was found 
between the overall clinical group and the control group. 
[see Table1] 
The age of onset differs significantly between bipolar 1 and 
MDD,  but not between the two bipolar groups. Mean duration 
of illness did not differ among three groups. We found that three 
groups differ significantly for the number of all affective 
episodes (5±7 in Bipolar 1, 8±15 in Bipolar 2, 4±4 in MDD). 
Also depressive episodes differ (2±4 in BD 1, 4±7 in BD 2, 4±4 
in MDD) Hypomanic episodes did not differ significantly 
between Bipolar Disorders, while Manic and Mixed are 
obviously present only in Bipolar 1 Disorder, so they are not 
analyzed, just like hypomanic episodes in MDD. 
A direct comparison between hypomanic episodes in BP2 and 
manic+hypomanic in BP1 showned that Bipolar 2 still had a 
prevalence of ‘elevated or disforic mood’ episodes. 
These findings suggest that Bipolar 2 Disorder causes the larger 
amount of episodes of both polarity. 
The three groups did not differ significantly for history of 
attempted suicides (history positive in 28,6%, 26,9%, 16,2% in 
BD1, BD2 and MDD respectively). Difference did not reach 
significance also for distribution of subtypes of cycles and 
course among the three groups. 
(see table 2) 
 
In the personality exploration we first analyzed the distribution 
of mean scores of the TCI major domains, across the three 
groups by means of ANOVA. (see Table 3). A sample of 181 
patients completed TCI (70 bipolar 1 patient, 51 bipolar 2 
patients and 60 major depressive patients). 
We found significant difference in Novelty Seeking score (p= 
0,014) between groups. Post-hoc comparisons with Bonferroni 
test confirmed a significant higher score in both bipolar groups 
compaired to depressive patients. (Bipolar Disorder 1 99,86± 
12,625; Bipolar Disorder 2 101,16±14,514, Major Depressive 
Disorder 94,22±13,753). 
Conversely patients with Major Depressive Disorder show a 
significant (p< 0,0005) higher mean score concerning Harm 
Avoidance (Bipolar Disorder 1: 99,60±18,776; Bipolar Disorder 
2: 104,49± 19,972; Major Depressive Disorder: 114,87±20,260). 
Finally we found a significant difference in mean scores of 
Persistence (p=0,030) between Bipolar 1 (131,40±19,585) and 
Major Depressive patients (122,07±18,0101). 
(see table 3) 
 
Analyses on neuropsychological tests were performed 
comparing mean error score on CPT, mean score of 
perseverative errors on WCST and mean time on TMT A and B. 
First a Kruskall-Wallis test was performed in order to define 
significant differences across the groups, then the Mann-
Whitney U test was performed for pairwise comparisons. 220 
patients (87 bipolar 1, 63 Bipolar 2 and 70 Major depressive) 
and 110 healthy subjects completed neuropsychological task. 
A significant (p< 0,0001) difference was found in WCST 
perseverative errors inside the clinical sample with bipolar 1 
patients showing significant lower score versus both bipolar 2 
and major depressive patients; healthy control had significant 
lower score comparing bipolar 2 and Major Depressive patients 
but not compared to bipolar 1. In our data, on WCST 
perseverative errors, bipolar 1 patients had a profile similar to 
healthy controls. (Bipolar 1: 15,39 ± 13,025; Bipolar 2: 19, 37 ± 
12,860; Major Depressive 18,52 ± 11,955; Controls: 12,81 ± 
11,481). 
Analyzing CPT we found a significant difference (p< 0,024) 
across the groups, by means of Kruskall-Wallis test. The 
pairwise comparaisons revealed a difference between all the 
clinical groups, individually taken, and the control group. No 
significant difference was found across the clinical groups. 
(Bipolar 1: 8,59 ± 13,432; Bipolar 2: 7,60 ± 12,076; Major 
Depressive: 7,49 ± 8,990; Controls: 5,19 ± 8,097). Analyzing 
time to complete TMT  A and B we found a similar pattern: 
healthy controls had a significant (p< 0,001 and <0,0001 in Trail 
Making A and Trail Making B, respectively) comparing to all 
the clinical groups, with no significant differences across the 
clinical groups. (Trail Making A Bipolar 1: 77,27 ± 56,414; 
Bipolar 2: 61,95 ±33,688; Major Depressive: 92,32 ± 72,210; 
Controls: 52,04 ± 29,946. Trail Making B : Bipolar 1: 134,13 ± 
97,606; Bipolar 2: 115,91± 69,546; Major Depressive: 129,30 ± 
67,997; Controls: 82,81 ± 38,181). 
(see table 4) 
 
 
 
 
 
 
2.4 Discussion 
 
In the present work we aim to focus on affective disorders as 
distinct nosographic categories, following major international 
classification, being aware yet that evidences for an unitary 
approach to a single “mood disease” are emerging.  
Clinical data suggest that to find subtypes for affective disorders 
is a very difficult goal, nevertheless we found some significant 
differences. 
Our findings confirmed that bipolar II disorder have the highest 
frequency of affective episodes of both polarity according with 
classical and recent works (43, 44) .  
The authors are not concordants about clinical features, such as 
frequency of suicide attempts and rate of rapid cycling among 
bipolar disorder. Valtonen and colleagues, in a recent medium-
term follow up on 191 bipolar patients, did not find statistical 
significant difference between bipolar I and bipolar II patients. 
whereas others reported a significant higher rate of suicide 
attempt in Bipolar II Disorder. (45, 46)  
In our sample bipolar I and bipolar II patients showed almost the 
same rate of suicide attempters according with Valtonen. 
Significant differences were not found for rapid cycling in our 
sample, according with Schneck, who conducted a cross-
sectional study of the first 500 patients with bipolar I or bipolar 
II disorder enrolled in the Systematic Treatment Enhancement 
Program for Bipolar Disorder, a multicenter project funded by 
the National Institute of Mental Health. He found that there is 
not significant difference between bipolar I and bipolar II 
disorder regarding the frequency of rapid cycling. (47). The 
prevalent opinion in current literature is that bipolar 2 disorder 
has a higher ratio of rapid cycling (48). 
 
Exploring personality our data suggest a possible distinction 
between bipolar and unipolar affective disorder. On TCI both 
bipolar 1 and bipolar 2 groups shown a significant higher  score 
for Novelty Seeking, a typical temperamental dimension. High 
Novelty Seeking subjects are usually impulsive, extravagant and 
enthusiastic. They also are anger prone and easily excited to 
initiate action, representing a kind  of “archetypal” bipolar 
person. In our knowledge just one study, conducted by Jylhä 
and colleagues (49) compare directly bipolar and unipolar 
patient and the results are consistent with our findings.  
Also the finding of no significant difference in novelty seeking 
between bipolar 1 and 2 is consistent with an exhaustive work of 
Ëngstrom and colleagues (50). 
Literature about the Persistence is more poor and discordant, as 
reported in a recent work by Lövdal and colleagues (50), 
nevertheless our finding (persistence score significant higher in 
bipolar 1 compared to depressive patients) is intersting, 
assuming that this temperamental dimension represents a  
person's being hard-working and ambitious and remaining 
determined despite intermittent opposition. Indeed a similar 
attitude is a core feature of hyperthimic temperament (2), that is 
the most represented among bipolar 1 patients (51). 
Although many results seem to give peculiar features to the 
bipolar II as an autonomous nosographic entity, neverthless 
others results support the idea that bipolar II patients may 
constitute a kind of bridge between unipolar and bipolar 1 
affective patients. 
We also argued that hypomanic symptoms fails to cluster in the 
way proposed by diagnostic criteria of DSM-IV. Affective 
illness appear to be a single entity characterized by at least two 
dimensions that exist as a continuum more than a threshold 
phenomenon. Despite the absence of specifical evidences we 
hypotized that the application of categorical nosographic 
systems, imposing three different threshold, could create a 
clustering of these dimension into three discrete syndromes 
respectively (Bipolar I, Bipolar II, unipolar) that reflect only 
partially the clinical reality. 
 
The finding of high scores of Harm Avoidance in major 
depressive patients are consistent with recent studies (50) and 
possibly explained by the association with higher level of 
comorbid anxiety, as proposed by our precedent work on the 
same sample (52). 
Overall we found no significant differences between groups 
relating to character dimensions, suggesting that temperamental 
traits may predict the course of affective disease, confirming a 
recent italian study (53) while the course itself have a not 
significant impact on character, as measured by TCI. 
 
Increasing evidences of neuropsychological deficits in bipolar 
patients are reported in recent literature (54, 55, 56). We agree 
with the idea of Leboyer (57) that bipolar disorder is a cronic, 
progressive, multisystem disorder in which long term prognosis 
is hardly influenced by neuropsychological dysfunctions. 
In our sample both sustained and selective attention appeared to 
be worsened in all clinical group in a significant manner, 
comparing to healthy controls, as measured by CPT, TMT A 
and B mean times. These data partially diverge from recent 
works (55) in which significant differences were found between 
bipolar 1 and bipolar 2 patients. 
On WCST we found significant differences in executive 
functions across the groups. Using perseverative errors as 
primary measure, bipolar 2 patients showed the worst 
performance across the clinical groups. This finding is new and 
surprising, assuming the mainstream idea, that a most severe 
illness always induces most severe dysfunction. Overall the data 
clearly affirm the presence of neuropsychological deficit in 
euthymic affective patients.  Recent metha-analyses (58, 59) are 
consistent with these findings, despite the Fleck’s work that 
excluded the persistence of deficits in euthymic phase, 
performing WCST in a sample of bipolar patient (60). 
Moreover our data can exclude that comorbid disorders had 
effect on cognitive performance. 
 
Summarizing, the present work supports the need for a more 
complex approach to affective disorders, an approach that try to 
overtake pure nosological categories, focusing on personologic 
and neuropsychological features, in order to define the varied, 
protean “world” of affective disorders. 
The study strenght is principally due to the large clinical sample.  
We need to emphasize our limits. 
1) The lack of comparisons with the patients in non 
eutyhimic phase, comparisons that could be possible in a 
follow-up study  
2)  The utility of advanced brain-imaging   techniques to 
place side-by-side neuropsychological tests, absents in this 
work. 
 
 
